Introduction {#S1}
============

Suicide is one of the major public health concerns worldwide, currently listed as the 15th most common cause of death, and accounting for approximately 1.4% of all mortalities; more than 800,000 people die due to suicide, with even higher number of suicide attempts each year ([@B1]).

Accordingly, particular consideration should be given to suicide, not only in view of its epidemiological relevance, but particularly as it is one of the human behaviors and conditions at highest risk of stigmatization, on a par with mental disorders, with which suicide is generally associated. Indeed, as reflected in media depictions ([@B2]), in the public opinion suicide is largely associated with mental illness; however, average estimates of psychiatric disorders among suicide victims vary from 69.9 to 88.2% in North America and 90.4% in South Asia ([@B3]), with a substantial proportion of suicidal cases lacking any association with mental disorders, including subthreshold conditions ([@B4]). Although the situation has changed somewhat in recent years, stigmatizing attitudes toward suicide still persist, implying a series of relevant consequences for survivors and their families. Moreover, irrespective of how stigma is determined (suicidality itself and/or mental illness, somatic illness, being part of a minority), it should be viewed as a potent stressor ([@B5]), capable of constituting *per se* a risk factor for suicide. Based on these premises, this narrative review aims to focus on the reciprocal relationship between suicidality and stigma and its consequences. After a brief analysis of the historical and religious origins of negative attitudes toward suicide, the review examines the current literature on suicidality as a cause of stigma, both in terms of the nature and extent of stigmatizing attitudes and consequences for suicidal persons and their families. The issue of stigma as a risk factor for suicidality is then considered. Finally, lessons to be drawn from the current literature and problems to be faced are discussed.

Methods {#S2}
=======

We performed an electronic search of PubMed, ISI Web of Knowledge, and Scopus databases, without any restriction as regard to time and language, using stigma (i.e., the set of beliefs and attitudes that induce people to refuse, stave off, or fear people perceived as being "different"), religion, public stigma (i.e., the prejudice and discrimination endorsed by the general population), structural stigma (i.e., the set of those practices, regulations or rules, policies of a given social institution in order to restrict the rights and/or opportunities of citizens affected by a mental disorder), perceived stigma (i.e., the discrimination and devaluation by others as perceived by subjects), self-stigma (i.e., the negative public attitudes internalized by people suffering from mental problems), suicide, attempted suicide, and suicidality as key words (Figure [1](#F1){ref-type="fig"}). Only published full papers were examined, including original researches, reviews, and position papers. References found in selected papers were checked in order to identify other papers that could be considered as potentially relevant. Finally, in the case of research contributions, papers were considered on the basis of pertinence of their results to the topics of this narrative review and of their relevance and/or comprehensiveness in the case of reviews or position papers.

![**Literature search flow diagram**.](fpsyt-08-00035-g001){#F1}

The Historical and Religious Origins of Negative Attitudes toward Suicide {#S3}
=========================================================================

Suicide was tolerated by the Greeks and Romans, although considered by Aristotle to be a detriment to the economy and a means of irritating the Gods ([@B6]). In the Judeo--Christian tradition, there seems to be no trace of negative attitudes toward suicide ([@B7]), and the Bible itself contains no trace of condemnation of suicide ([@B8]). Since the times of St. Augustine, who viewed suicide as being incompatible with Christian values, the Catholic Church has condemned suicide, ultimately resulting in the excommunication of suicides and their family members, burial in unhallowed ground, and confiscation of property; this attitude has however gradually been attenuated during the twentieth and twenty-first centuries ([@B9]). Indeed, the Compendium of Catechism of the Catholic Church stated not only that "Everyone is responsible for his life before God who has given it to him. It is God who remains the sovereign Master of life. We are obliged to accept life gratefully and preserve it for his honor and the salvation of our souls. We are stewards, not owners, of the life God has entrusted to us. It is not ours to dispose of," but also affirms that "the voluntary cooperation of suicide is contrary to the moral law. Grave psychological disturbances, anguish, or grave fear of trial, suffering, or torture can diminish the responsibility of the one committing suicide. We should not despair of the eternal salvation of persons who have taken their own lives. God, through ways known to Him alone, can provide the opportunity for salutary repentance. The Church prays for persons who have taken their own lives" ([@B10]).

Among other Monotheisms, Islam adopts an attitude of condemnation of suicide ([@B7]), in the same way as Judaism, which considers the value of human life as supreme ([@B11]). Buddhism and Hinduism hold no traditionally negative view of suicide ([@B7]), although discordant voices have been raised to this regard ([@B12]). Whatever the importance of the different positions held by some religious faiths toward suicidal behavior, they seem to have a certain value in relation to suicide prevention, given that adherence to the norms and moral values dictated by religious beliefs has been associated with a lower risk of suicidality in different clinical conditions ([@B13], [@B14]).

Stigma toward Suicide {#S4}
=====================

Notwithstanding the apparent slight decrease of stigma toward people affected by mental disorders people over the recent years, no similar reduction of the stigma associated with suicide and suicide-survivorship has been reported ([@B15]); limited data however appear to show a trend toward the reduction of suicide-associated stigma, particularly with regard to moral disapproval ([@B16]). However, prejudicial attitudes toward those who commit suicide are still quite common, as highlighted in recent studies conducted in a series of very different sociocultural contexts using largely heterogeneous designs and methods. An Australian survey conducted on a sample of 676 subjects showed that between 30 and 40% respondents considered suicide as a punitive, selfish, offensive, or reckless act; a 20--30% proportion of the sample saw suicide as a sign of weakness or a thoughtless, irresponsible, cowardly, senseless, or attention-seeking act ([@B17]). Suicidal people are generally labeled in a negative sense, as being weak and unable to cope with their problems, or selfish ([@B18]). A recent Canadian survey among an adult population regarding stigmatizing attitudes and beliefs about male depression and suicide show how more than a third of responders agreed that men affected by depression are unpredictable, among those who had no direct experience of depression or suicide; overall, more males expressed stigmatizing opinions about depression respect to females; a greater proportion of female respondents endorsed items indicating that men who commit suicide are disconnected, lost, and lonely ([@B19]). A large Australian online survey relating to attitudes toward suicide revealed how a lower degree of exposure to suicide, older age, male gender, less education, and culturally diverse backgrounds was associated with poorer knowledge; conversely, stigmatizing attitudes were associated with male gender, younger age, and culturally diverse backgrounds ([@B20]). A Korean nationwide community study of factors related to social stigma of people with a history of suicide, suicide attempts, or depression revealed that older men with lower education and no history of previous suicide attempts predicted the degree of stigmatizing attitudes toward people attempting suicide ([@B21]). A recent Chinese paper investigating users' attitudes toward suicide attempts broadcasted on social media (Weibo) showed how more than 33% of posts could be considered as "stigmatizing"; among these, post codes as "deceitful," "pathetic," and "stupid" were, respectively, 22, 16, and 15% ([@B22]). Participants randomly assigned to read one of the three fictional obituaries, identical except for the reported cause of death (suicide, cancer, or drug overdose), viewed people listed as succumbing to death by suicide more negatively than those who had died from cancer ([@B23]).

Public stigma toward suicide moves parallel to the problem of perceived stigma for both those who have attempted suicide and by the family members of people who have committed or attempted suicide. Data from focus groups comprising a series of diverse stakeholders (suicide attempt survivors, family members of people who have died by suicide and suicide loss therapists) set up to qualitatively investigate suicide stigma revealed an array of stereotypes, prejudices, and discrimination, in particular the fact that those who attempted suicide are predominantly viewed as attention-seeking, selfish, incompetent, emotionally weak, and immoral ([@B24]). In a recent study of individuals with a lifetime history of suicidal behavior recruited through the American Association of Suicidology, respondents reported the highest rates of perceived stigma from a close family member (57.1%) and emergency department personnel (56.6%); the results of the study revealed how subjects who had displayed previous suicidal behavior were more likely to experience stigma, particularly from non-mental health providers and members of their social network ([@B25]). Suicide bereavement is perceived differently from natural loss, at times producing a deeply profound effect on the family, friends, and associates of the victim, which goes beyond the suffering inflicted by the immediate loss; indeed, one of the discriminating elements observed in suicide bereavement is the stigma experienced by survivors ([@B26]). A cross-sectional study of about 3,400 respondents who had suffered a sudden bereavement (i.e., the death of someone close from the age of 10 years) demonstrated how people bereaved by suicide displayed higher perceived stigma than those bereaved by sudden natural death and people bereaved by other sudden unnatural deaths ([@B27]).

Consequences of Stigma toward Suicide {#S5}
=====================================

Discrimination is a behavioral response to prejudice and is essentially dependant on the type of emotional reaction associated with the latter. Discrimination may be direct, as shown by studies that demonstrate how people who have attempted suicide are subject to similar processes of "social distancing" as those directed at ethnic or religious minorities ([@B28], [@B29]). Suicides typically leave a total of six or more survivors, with a consequent long-lasting emotional turmoil, which may in some cases end with the survivors' own suicide ([@B30]). Family members of individuals who have committed suicide are often judged and blamed for their relatives death ([@B31]), with post suicidal bereavement being burdened by the complex psychological impact of the suicide on those close to the victim, fostered by a societal perception that self-given death is considered a failure for those who die by suicide and the family, and by the society blaming the survivors for their losses ([@B26]). Indeed, significantly higher feelings of shame, and an increased sense of responsibility and guilt are commonly found in those bereaved by suicide, both in comparison with bereavement by a sudden natural and unnatural death ([@B27]).

Structural discrimination comprises the negative consequences resulting from imbalances and injustices experienced in terms of use of facilities and social services, political decisions, and legislation. With specific regard to suicide, probably the most impressive form of discrimination is represented by the fact that throughout the majority of industrialized countries, insurance policies include an exclusion clause against death by suicide and those deemed to be at risk of suicide will not be able to obtain life insurance ([@B32]). People with direct personal experience of depression or suicide, both male and female, strongly endorse stigmatizing attitudes toward themselves ([@B18]). Self-stigma (or internalized stigma), a self-discrimination process that suicidal individuals (and/or their families) put into effect, is of paramount importance. Subjects with a direct personal experience of depression or suicide, both male and female, strongly endorse a feeling of self-stigma, while those who have attempted suicide are often ashamed and embarrassed by their behavior and tend to conceal the occurrence as much as possible ([@B33]--[@B35]). Similar processes are observed among family members of individuals who have attempted suicide ([@B26], [@B31]).

Stigma as a Risk Factor for Suicide {#S6}
===================================

Psychological distress due to stigmatizing attitudes may be an exceedingly severe burden and at times result in extreme consequences. Exposure to suicide in someone close has been found to be associated with a series of negative health and social outcomes, including an increased rate of suicide among partners and mothers of people who died by suicide, a more pronounced recourse to psychiatric care by parents bereaved by the self-given death of an offspring, and a higher risk of depression in offspring of parents who had committed suicide ([@B36]). However, although adults bereaved by suicide had a higher probability of attempting suicide than those bereaved by sudden natural causes, the significant association between bereavement by suicide and suicide attempt became non-significant when adding perceived stigma, a finding which could be interpreted as indicating stigma as a marker for motivational moderators of suicidality after a negative life event, such as reluctance to seek help, thwarted belongingness or perceived burdensomeness ([@B37]). In addition to those specifically relating to suicidality, other forms of stigma should be taken into account due to the severe psychological distress they may cause. Indeed, mental disorders are likely the public health issue featuring the strongest link between stigma and suicide. Indeed, perceived stigma is one of the main factors associated with the risk of suicide among the mentally ill, with suicide at times being seen as a means of escaping from the stigma itself ([@B38], [@B39]). Furthermore, stigma is a highly relevant factor related to suicide among people affected by schizophrenia and other mental disorders ([@B38], [@B40]--[@B46]), including people considered at risk of psychosis ([@B47]). Confirmation of the link between stigma toward the mentally ill and suicide has been provided by a recent European study ([@B48]) showing that age-standardized suicide rates were negatively correlated (beta = −0.46, *p* = 0.014) with levels of social acceptance; these findings were derived by crossing data for the indicators of social acceptance of people with mental health problems (Eurobarometer data) and data on suicide rates and socioeconomic indicators (Eurostat) obtained from 25 EU countries for the year 2010. Evidence from this study has been interpreted as implying that stigma contributes toward explaining the risk of suicide and differences in suicide rates detected throughout the different nations; according to the authors, the link between stigma and suicide rates could be explained by a series of assumptions, including the role of stigma as a stressor and cause of social isolation ([@B48]). Together with other consequences of stigma such as unemployment, and subjective experiences such as hopelessness, the latter constitutes an important risk factor for suicide among the mentally ill ([@B49]). Discrimination is seemingly experienced as a stressor that exceeds coping resources of those who are stigmatized; moreover, this leads to develop a negative self-image, with the perception of a lack of support by their own social networks; as a consequence, the increased anticipation of future negative events together with the perceived absence of social support may lead the mentally ill into hopelessness and suicidality ([@B43]). However, research findings have demonstrated how, in addition to discrimination and perceived stigma, other factors may also contribute toward explaining the rather intricate link between stigma and suicide among people suffering from mental disorders. Indeed, a longitudinal study has highlighted how self-stigma (or internalized stigma) is strongly related to suicidality ([@B50]). Levels of insight, depression, and internalized stigma may be associated, at least in schizophrenia, with a higher suicide risk ([@B51]). Suicidality related to self-perceived and internalized stigma may be explained by the mediating role of low self-esteem ([@B52], [@B53]). Increased self-labeling as "mentally ill" has been found to be associated with suicidality, being directly and indirectly mediated by social isolation, which in turn is associated with low self-estem ([@B54]). Additional information relating to the intriguing link between stigma and suicidality has been gathered from a large community sample examined by means of interviews and self-reports, with the aim of collecting information on perceived stigma, secrecy, hopelessness, and suicidal ideation. Participants who had previously been referred to mental health services were labeled as "mentally ill," with the stigma attached to mental illness contributing toward suicidal ideation in these people; one possible explanation for this association is the relation between perceived stigma and secrecy, which seems to introduce particular negative emotional consequences ([@B55]).

Some authors ([@B45]) have also hypothesized a "direct" mechanism whereby perceived stigma acts as a "barrier" to accessing mental health services, which should be considered together with the "indirect" mechanism relating to self-stigma. Indeed, one of the most widely accredited explanations of increased suicidality due to stigma is its influence on help-seeking behavior. In a national survey conducted on a sample of the Australian population who were assessed by means of case vignettes depicting depression with or without suicidal intent, the presence of high levels of personal stigma among respondents was a strong, independent predictor of the opinion that depression, both associated and not associated with suicidal thoughts, should best be coped with alone ([@B56]). In a web survey of a large sample of medical students from a US university, approximately 14% were found to be affected by depressive disorders ranging from moderate to severe. In particular, throughout the last 2 years of their studies, students reported suicidal thoughts (7.9%); these students indicated statistically more frequent fears of stigmatization ([@B57]).

An extensive survey of medical students in the USA revealed that a third of respondents had sought help for a mental health problem over the previous year; respondents with high levels of distress were found to be more likely to agree or strongly agree with 8 of 10 perceived stigma items ([@B58]) compared to students who were not distressed. Forty-four percent of college students with a lifetime history of suicidal ideation failed to seek treatment during young adulthood; ambivalence about treatment need or effectiveness, fear of stigma, and financial concerns were found to be the most relevant barriers to treatment ([@B59]). Finally, a large survey of undergraduate and graduate students from 15 US Universities demonstrated that correlates of help-seeking and treatment use among individuals referring serious suicidal thoughts over previous years were perceived need, beliefs about treatment effectiveness, contacts with service users, personal stigma and perceived stigma, level of social support, belonging to minorities and ethnicity ([@B60]). Although the majority of studies investigating young people highlight the relevance of stigma as a barrier to help seeking, some studies debunk this role. Indeed, a survey conducted among college students who did not seek treatment and deemed to be at high risk for suicide, the most commonly reported barriers included perception that treatment was not needed (68%) lack of time (26.8%) and preference for self-management (18%), while stigma was mentioned by only 12% of students ([@B61]); attempting to explain the reasons of these somewhat surprising results, the authors hypothesize that it was possible that students were concerned less about stigma than expected because of ongoing efforts aimed at reducing mental health stigma on college campuses, or that other reasons were simply more salient for these students' help-seeking decisions, particularly when asked to self generate reasons for not seeking help, rather than selecting from an available list of reasons. Another possibility taken into account was that stigma, although not mentioned explicitly, underlies some of the other barriers noted by students, such as not considering problems as warranting professional treatment or preference for self-management, which might reflect an underlying concern about stigma.

Anyway, the role of a reduced help-seeking behavior and fear of stigma among suicidal people, particularly those affected by a mental disorder, has been confirmed by several other studies. Fifty-five percent of people who commit suicide had had no contact with their GP over the previous month, and 68% of suicidal people had not had any contact with mental health services in the last year ([@B62]). More than 70% of people with mental disorders fail to seek help or do so very late due largely to non-recognition of having a mental disorder, poor access to care, fear of prejudice, and expectation of being discriminated as people with mental disorders ([@B63]). The importance of stigma in reducing help-seeking behavior is particularly consistent in those at higher risk of suicide: only 39% of people at risk had sought help of any kind in the preceding year with the main reasons for not requiring help being, in order: failure to recognize the need for help, the belief that any intervention would be ineffective, and fear of being stigmatized ([@B64]). Social, economical, and cultural factors may impinge on help-seeking behavior and subsequently affect suicide rates: 56% of people at risk in high-income countries and only 17% in low-income countries had sought help in the year preceding suicide ([@B63]); one study conducted in the Netherlands ([@B65]), where suicide rates are quite low, demonstrated an increased openness to calls for help in the presence of psychological problems, a reduced sense of shame and lesser fear of stigma compared to the Flemish population, characterized by higher rates of suicide. Moreover, the levels of perceived stigma were found to be negatively correlated with the propensity to seek informal help in both countries, and with the propensity to seek professional help in Flanders ([@B65]). A survey of Asian-American women with a history of depression and suicidality highlighted that the underutilization of mental health services was clearly correlated to cultural factors such as Asian family stigmatizing attitudes and Asian community contribution to mental health stigma ([@B66]). Although the data present in literature support the presence of a credible link between stigma of mental illness and suicide, the limitations of some current studies should be taken into account. These limitations include the cross-sectional nature of the large majority of studies, thus not allowing any firm conclusions to be reached as to the direction of causality between stigma, symptoms, and suicidality, in addition to the fact that as suicide is a relatively rare event, many studies have merely regarded suicidal ideation or suicidal attempts as a proxy ([@B49]).

It would be a mistake to confine the role of stigma as a risk factor for suicide to individuals with mental disorders, as the fear of stigma extends to people suffering from somatic disorders or who belong to a minority group. These groups are often burdened by harsh labeling attitudes and discrimination, resulting in an increased risk of suicidality. Indeed, lifetime risk of suicidal ideation and attempts is strongly correlated to perceived discrimination among immigrants, as demonstrated in Hispanic people in the USA ([@B67]). Moreover, stigma is one of the major risk factors for depression and suicidality among sexual minorities ([@B68]--[@B87]) and in patients affected by AIDS ([@B88]--[@B91]) and obesity ([@B92]--[@B94]).

Conclusion {#S7}
==========

The main findings emerging from our paper should be read in light of the well-known limitations of narrative reviews, which are mainly due to certain subjectivity respect to other forms of review as regard to the selection of studies (selection bias due to subjective weighing of studies included in the review and to the lack of specificity in inclusion criteria), the method of study analysis chosen and the possibility of misleading conclusions drawn from the studies considered due to a scarce consideration of relationships between the study characteristics and the results, the difficulties in integrating data derived from large set of studies taken into account ([@B95]). Even considering these intrinsic limits, some relevant aspects emerge from our review. First of all, a reciprocal relationship exists between stigma and suicide: suicide may cause stigmatizing attitudes, but stigma toward mental disorders may be a risk factor for suicidality. Both suicide and mental disorders are still today burdened by relevant negative attitudes that can only be tackled by a marked change in societal perception of these issues. Although modest, there is evidence for the effectiveness of antistigma interventions in terms of increasing knowledge and reducing stigmatizing attitudes, at least in the short term ([@B96], [@B97]). A better suicide literacy and low stigmatizing attitudes toward suicide were found to be associated with more pronounced help-seeking attitudes ([@B98]), while suicide literacy and stigma reduction programs would benefit community members ([@B99]). Mass media interventions may reduce prejudice toward mental disorders, although there is insufficient evidence to determine their effects on discrimination ([@B100]); moreover, media may play a significant role in suicide prevention ([@B101]). Thus, structured and permanent forms of partnership should be set up between experts, scientific societies, and the media to promote extensive educational efforts aimed at providing deeper insight into mental health issues and thus helping to reduce stigma. The stigma displayed toward suicide may result in severe consequences for people who have attempted suicide or who have been bereaved by suicide; specialist care and specific psychological interventions should be provided to these populations. The role of stigma as a risk factor for suicide should further motivate and spur more concerted efforts aimed at combating public stigma, sustaining self-esteem, reducing isolation and empowering those suffering from perceived or internalized stigma.
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